INTRODUCTION
A growing body of literature documents the high prevalence of traumatic experiences and other stressful events among homeless people [1] . For example, one study conducted in Australia demonstrated that more than 90% of homeless people reported at least one event of trauma in their life. Among the traumatic events, the most prevalent was serious physical assaults and witnessing someone being injured, raped, and/or killed [2] . A similar percentage of traumatic events, 91%, was observed in the United States by Ford and Frisman [3] in a sample of homeless women caring for children. The high rates of trauma observed among the homeless may be due to the fact that many have experienced abuse before becoming homeless as well as to the impact of living on the streets and coming from neighborhoods threatened by violence and crime [4] .
The term trauma has been used to refer to a variety of symptoms commonly found among survivors of extreme stress. People who experience traumatic events but do not seek assistance are at risk of developing Post-Traumatic Stress Disorder (PTSD) [1] [2] [3] [4] . For instance, Ford and Frisman [3] documented that, among homeless women, 30% met the criteria for a diagnosis of PTSD. Investigations on the prevalence of PTSD among samples of homeless youth in the United States have found that 24% -38% of the respondents could be diagnosed as exhibiting PTSD [5] . These results are much higher than the PTSD prevalence in the general population in the US [6] . To our knowledge, no study has yet assessed the prevalence of trauma and PTSD among homeless persons in Poland.
Exposure to traumatic events and homelessness has also been associated with other negative mental health outcomes, including depression [5] . Studies have found that, overall, homeless individuals suffer from depression at substantially higher rates than members of the general population, with exposure to traumatic events increasing the risk for developing PTSD [7] . However, data from Poland show that only 3% of homeless adults suffer depression, but 60% are alcohol addicted [8, 9] .
Substance abuse, especially alcohol, is a known factor correlated with PTSD symptoms. One recent study found that substance abuse behaviors were directly and indirectly predicted by many psychosocial and situational factors observed among homeless individuals [10] . Bender and colleagues [5] identified that alcohol addiction significantly predicted PTSD symptomatology in homeless youth. Alcohol abuse may be either an antecedent or a consequence of trauma exposure and PTSD symptom development. Researchers have suggested several possible explanations for the relationship between alcohol abuse and trauma symptoms in homeless individuals. For example, alcohol abuse can be a way of coping with trauma by dampening already existing symptoms [10, 11] .
While in the research literature much attention has been paid to examine the impact of victimization on mental health problems, there is very little known about factors which protect against the development of negative mental health symptoms in homeless adults [12] . Social support may be one of the most important agents protecting against the development of PTSD. A particularly important role is attributed to perceived social support, which refers to the help victims expect or hope to receive. Such a conviction is based on a subjective assessment of the resilience of networks and sources of support, which implies that support from loved ones will be available during times of need [13] . Although investigations on the protective effect of social support among minority groups, poor people, and the homeless are relatively rare, Toro, Tulloch, and Ouellette [14] found consistent main and stress-buffering effects of perceived social support on psychological symptoms in two samples of homeless adults in the United States.
Only a few systematic research studies have been conducted on the homeless in Poland [15, 16] . One of the most extensive studies was conducted by sociologists who surveyed homeless people in the Pomeranian region. In the research, 2470 homeless adults were examined; the results indicated that the average Polish homeless individual is a man, aged 51 to 60. Only 60% of homeless adults used public assistance, and 90% were unemployed. Nearly half of the respondents usually stayed in a shelter for homeless people (48.3%). The homeless population is heterogeneous: thus, we have homeless mothers with children fleeing domestic violence and we have some with a university degree with a history working in powerful management companies who have become homeless as a result of personal, economic, and/or family problems [15] .
Toro and colleagues [17] interviewed random samples of adults in Poland, United Kingdom, Germany, the United States, Italy, and other developed nations by telephone. The interview consisted of 128 items assessing experience with homelessness as well as attitudes and beliefs. Two indices of homelessness were used: 1) literal homelessness (i.e., having spent at least one night on the streets, in a shelter, or public place) and 2) total homelessness (which also includes staying with friends or family or being precariously housed). The results indicated that the United States and the United Kingdom had the highest rates of total lifetime homelessness, with somewhat lower rates in Italy, Belgium, and Poland; and the lowest rate in Germany. A similar pattern emerged among lifetime literal homelessness. The rate of homelessness in Poland was surprisingly low, despite it being the poorest of the nations studied. This may be a result of the strong sense of family and community among Poles. Many who might otherwise be homeless live with relatives. Poles scored low on compassion and trust and high on limiting the public rights of the homeless. Although Poles believed the government was responsible for homelessness, they also attributed homelessness to individuals' personal failings. The tendency for Poles to blame the state and the individual for homelessness may be a residual attitude from the communist era, where the state provided for everyone [18] .
The present research attempted to 1) estimate the prevalence of trauma, PTSD symptoms, and the diagnosis of PTSD among homeless adults in Poland, 2) identify differences between homeless individuals who have experienced trauma and those who have not, and 3) determine predictors of PTSD symptoms among homeless individuals. We hypothesized that the rate of PTSD among the homeless would be high based on data from other countries [2] and a variety of factors, including negative public attitudes toward homeless people in Poland [18, 19] . We also expected more alcohol abuse, more depression symptoms, and less perceived social support in those with more PTSD symptoms.
METHOD

Procedure
The interviews took place in 34 different sites. These 34 sites comprised virtually all of the known places where significant numbers of homeless adults could be found in the region. A group of trained graduate students in psychology interviewed the participants. Interviews lasted 1.5 to 3 hours each and were conducted at the service setting in a private area. Participation in the research was completely voluntary and each respondent received 10 zloties (about $4.00 US) for the interview. Written con-sent was obtained from each respondent before the interview began. The interviews took place over an 18-month period (January 2005 through June 2006).
Participants
Participants were randomly chosen from lists of residents in shelters in the Opole and Wroclaw regions of southern Poland (with general populations of 1.0 and 2.9 million people), respectively [18] . The mean age of the respondents was 47, with a range from 18 to 75 years. The sample consisted mostly of males (72.5%; see Table 1 ). All but two of the participants were of Polish ethnicity (there was one Ukrainian and one Romanian). Most (61.0%) had been homeless (current episode) for more than 36 months, with many others (32.5%) homeless for 6 -36 months, and few (6.5%) homeless for less than 6 months. Across all these basic characteristics, the present sample appeared similar to samples of homeless people from a few other existing studies done elsewhere in Poland [15] .
Measures
Background characteristics. Various questions assessed the respondent's age, educational attainment, and how many children the respondent had.
Symptoms of post-traumatic stress. The Polish adaptation of The PTSD Interview [20] , as developed by Koniarek, Dudek, and Szymaczak [21] was used. This scale has been used in a variety of populations including medical trauma victims, auto accident trauma victims, fireman, policemen, and sexually and physically assaulted women [22] . In the review of PTSD scales Norris and Hamblen [23] characterized this scale as flexible in scoring, reliable, and valid. This scale includes 2 questions about traumatic event(s) (Criterion A), 17 questions about PTSD Criterion symptoms (5 on Criterion B, 7 on Criterion C, and 5 on Criterion D), and 2 questions about the current/lifetime course of the PTSD symptoms (Criteria E and F). Respondents were asked how often they experienced traumatic reactions related to the event, where: 1 = never; 2 = very rarely, 3 = sometimes, 4 = somewhat often, 5 = very often, 6 = always. The following is an example item (symptom B2): "Have you had recurring unpleasant dreams about (the trauma)?" A continuous symptom count of post-traumatic stress were created by summing the number of affirmative responses to all symptoms (B, C, and D, range = 0 -17) with a cutoff = 3 for each symptom to produce an optimal sensitivity/specificity balance (alpha = 0.89).
Alcohol abuse/dependence. This measure was a part of a structured diagnostic interview (DIS) that yields current and lifetime estimates of various psychiatric disorders based on DSM-III-R criteria. The DIS has been used in a variety of earlier studies on homeless adults [24] . The total number of symptoms of alcohol abuse and de- Table 1 . Sample characteristics and differences between no trauma, and trauma groups. Note. PTSD = Post-traumatic stress disorder. The dependent variable is the total number of B, C, and D symptoms, which had a potential range 0 -17. ab Three levels scales were used in the aim of the data presentation parsimony. * p < 0.05, * * p < 0.01, * * * p < 0.001. pendence was used here.
Depression. The Brief Symptom Inventory (BSI) [25] subscale measuring depression symptoms was used. Each of the 6 raw depression items was rated on a 5-point scale to indicate the degree to which the symptom has been experienced during the preceding two weeks. The mean across the relevant items was used here (alpha = 0.76). This measure has been used in several earlier studies and has satisfactory validity and reliability [14, 26] .
Perceived social support. The Interpersonal Support Evaluation List (ISEL) is a 40-item questionnaire in which people are asked to rate the perceived availability of different types of social support. As in recent studies on homeless and poor people [14, 27] , a 4-point rating scale was used on each item, rather than the original dichotomous format. The ISEL consists of four subscales tapping different types of support (i.e., tangible, self-esteem, belonging, and appraisal) as well as a total score. The Polish version was abridged to 38 items, due to cultural differences making translation difficult for 2 items. The four ISEL subscales have demonstrated testretest reliabilities of 0.71 -0.87 in various community samples [26] and 0.62 to 0.85 in a sample of homeless and poor adults [25] . Bates and Toro [27] also found that the ISEL subscales were associated with various outcomes (e.g., symptoms of physical and psychological symptoms). Because of the substantial correlations among the four ISEL subscales (ranging from 0.46 to 0.62 in our sample) and the wish to reduce the number of predictors in the main analyses, the total ISEL score was used.
RESULTS
Thirty percent of respondents (42 men, 18 women) in the total sample of 200 reported experiencing one or more traumatic event (both unusual and severe) in their life, with 14% (16 men, 11 women) experiencing such events more than once (Criterion A). Reported traumatic events primarily included being a victim of or witnessing beatings, physical assault, and fires. Twenty-two percent (29 men, 15 women) reported PTSD symptoms, which means that they had at least one Criterion symptom (B, C, or D) that met the cut-off score of 3. Only 7% (8 men, 6 women) met all criteria for a PTSD diagnosis (Criterion A, at least one Criterion B symptom, at least three Criterion C symptoms, and at least two Criterion D symptoms). Three percent of persons (3 men, 2 women) received a current diagnosis of PTSD. Several significant differences were found between the group of 60 that had one or more traumatic events and the 140 that had none. The group that had ever experienced a traumatic event had different educational outcomes: among those with trauma, there were fewer with a primary school education only, more who had achieved only a vocational level of education, and fewer who had completed high school. The group who experienced trauma also reported higher levels of symptoms of depression, alcohol abuse/dependence, and PTSD ( Table  1) .
Hierarchical regression analysis was used to predict the number of PTSD symptoms among the study participants. The results of this analysis are presented in Table  2 . Four individual characteristics (i.e., gender, age, level of education, and number of dependent children) were entered in the first step of the regression analysis. None of these characteristics significantly explained the variance in PTSD symptoms. Perceived social support was entered in the second step did not predict additional variance in PTSD symptoms (after controlling for the other variables already in the regression equation). Factors related to alcohol abuse and depression symptoms were introduced simultaneously in the third step and they together explained a significant part of the variance in the symptoms. The levels of statistical significance for beta coefficients indicated that each of the variables had an independent main effect on the number of PTSD symptoms.
DISCUSSION
This study's primary aim was to estimate the prevalence of trauma and symptoms relevant for the diagnosis of PTSD. One third of respondents reported having experienced at least one traumatic event in their lifetime but only 7% of them had developed a full-blown diagnosis of PTSD. The observed proportion of traumatic events and PTSD diagnosis experienced by homeless people in Poland seems lower, as compared to what has been observed in several studies on homeless people in other countries [2, 3] . The low rates of traumatic events and PTSD diagnosis among homeless people found in this study, as compared to studies in other nations, may be related to certain differences in the basic characteristics of homeless adults in Poland as compared to other nations. Our Polish homeless group was composed mostly of men who had lived in shelters for relatively long time periods of time. Most of our sample (61%) had been homeless for over 3 years, as compared with much smaller numbers found in studies in other nations. For example, Toro et al. [14] found, in two different US cities, that only 10% and 26% were homeless for over 3 years. We can speculate, then, that homeless shelters in Poland may represent a relatively "stable" place in which people after a variety of stressful experiences find not only a place to stay, but also a psychological sense of security. Some support for this speculation comes from the research among homeless persons in shelters conducted by Perron and colleagues [12] . The study examined the influence of victimization on depressive symptoms in over 9600 homeless and mentally ill adults in the United States. They found that the relationship between violent events experienced by the homeless and depression was mediated by an individual's perceived safety: a greater feeling of safety was related to lower levels of depression symptoms in homeless individuals. Further study carried out among Polish homeless persons living in shelters, with the measurement of sense of security, could show whether this sort of mediation might also occur in Poland in relation to symptoms of PTSD.
Nonetheless, the rate of PTSD diagnosis in our sample was comparable to what was found in studies conducted by Dudek [21] in Poland using the same PTSD questionnaire in samples of persons at high risk for developing PTSD: i.e., policemen, firefighters, and paramedics. The highest rate of PTSD found by Dudek was 4.8% among paramedics [22] . Perhaps, low levels of PTSD in our study may be partly due to underestimation of PTSD associated with the measurement tool used. Watson and colleagues [20] noted that in clinical settings the PTSD-DIS functioned well, however, Kulka et al. [28] indicated that when used in a community sample, the obtained base rate of PTSD was low.
The second aim was to identify differences between homeless individuals who have experienced trauma and those who have not. Consistent with our expectations, we found several mental health characteristics were associated with having experienced trauma. Those with a history of trauma experience were more likely to develop PTSD symptomatology, and had more depression and alcohol abuse symptoms. Exposure to traumatic events can often result in mental health problems. Intense fear, shock, and losses associated with trauma could have a long-term psychological impact on a person's mental health and behaviors, even though he/she may not develop PTSD symptomatology [7] . Over-represented among those with traumatic events were people with PTSD symptoms. In fact, PTSD diagnose require that the respondent have experienced at least one traumatic event and response involving intense fear, helplessness, or horror. The reasons why some people develop PTSD symptomatology after traumatic events and others has not also been considered in previous studies. Various factors can determine developing PTSD: threat experienced during the event, personal traits, family mental health history, received social support, and many others [29] . The higher levels of depression and alcohol abuse symptoms found in the trauma group is not surprising and is consistent with other studies involving homeless samples [5] . In summary, the results of our comparisons of homeless with and without traumatic experiences have shown much worse functioning of the previous group, i.e. they consume more alcohol, are more depressed, and exhibit detrimental symptoms of intrusion, avoidance, and arousal.
The last goal of our study was to determine predictors of PTSD symptoms among homeless individuals. The hierarchical regression equation included four sociodemographic predictors (gender, age, education level, and number of dependent children) and three mental health predictors (social support, alcohol abuse/dependence, and depression symptoms. None of the sociodemographic variables was not statistically significant, and our expectation that perceived social support would be a protective factor against PTSD development was also not confirmed. We only assessed the overall level of perceived support. Further studies may wish to consider not only perceived but also other types of social support, such as support actually received or the support provided. Future research could also include social support from a variety of sources-from friends, family, and other people living at the shelter, and the staff from care centers for the homeless [30] . However, available descriptions of the situation of persons living in homeless shelters in Poland leave no illusions-they are people with low social support. Analysis of the family situations of homeless women showed that most had no family contact because of conflicts within the family [16] . Furthermore, families of homeless people themselves often lack material resources and have little to offer to their homeless relatives [31] .
It should be pointed out that two factors, i.e., alcohol abuse/dependence and depression symptoms, explained separately significant portions of the variation in PTSD symptoms above and beyond the influence of the socio-demographic variables and perceived social support. While the findings concerning alcohol abuse/dependence symptoms are consistent with other studies, our crosssectional data do not indicate the direction of the relationship between such symptoms and PTSD symptoms. As noted earlier, it could be that having problems with alcohol abuse and/or dependence could put one at risk for the development of PTSD symptoms; it is also possible that persons with PTSD symptoms attempt to "selfmedicate" to escape the pain of their symptoms. Of course, this is not an effective strategy in the long run, as it often leads to more serious substance abuse problems that may ultimately exacerbate the PTSD symptoms rather than alleviate them.
A relatively consistent finding across several studies is that the number of depression symptoms is correlated with a higher level of PTSD symptoms. Trauma survivors can develop only depression, PTSD, or both disorders. In our study, depression symptoms explained the greatest part of the variance in PTSD symptoms, even after controlling for prior variables in the regression equation. These findings suggest a high degree of shared psychopathology between the two disorders of PTSD and depression.
CONCLUSIONS
The study's findings have a number of implications for intervention. First, the results suggest the need for complex interventions to address PTSD symptoms. Depression symptoms, alcohol addiction, and problems with social relations that often co-occur with PTSD may complicate treatment efforts. An integrative approach in the treatment of PTSD is already present in some community-based programs [11] and should be considered in other programs. Our results suggest that interventions aimed at helping homeless trauma survivors should, aside from attending to basic clinical concerns, also take into account psycho-educational activities. Actions aimed at raising the level of education among the homeless could be a useful contributor to protecting against chronic symptoms of distress and to strengthening resilience [26] .
The present research has its limitations, including a relatively small number of participants (N = 200) from a specific region in Poland. The study's correlational nature does not allow for inferences about causality. This study also had some strengths. First, the random sample of homeless individuals allows us to make reasonable guesses about the characteristics of the homeless population, at least in the region studied. The present study was largely exploratory in nature and is but a first step in the study of trauma and PTSD among homeless people in Poland.
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